Echocardiography performed 18months later demonstrated reappearance of patent ductus arteriosus with no evidence of device and persistently elevated pulmonary artery pressures. Fluoroscopy determined that the Amplatzer occlusion device had embolized into the descending thoracic aorta approximately 1cm distal to the ductal opening (Fig 1) .
Percutaneous attempts to recover the device were unsuccessful, and the patient was referred for surgical device removal. Chest was opened through a left posterolateral thoracotomy in the 4 th Intercostal space, a short patent ductus arteriosus was noted. The occlusion device was identified in the descending aorta by palpation. The ductus, the descending thoracic aorta and Pulmonary artery was dissected, After mobilizing vascular structures, Control was taken with tapes, Clamps were applied to the aortic isthmus, the descending aorta below the level of the device, and the pulmonary artery end of the ductus. The duct was closed with multiple ligature and Transfixation with 5/0 prolene suture .
The descending aorta was opened by an incision over the Amplatzer device, aortotomy was extended both proximally and distally to provide exposure to the occlusion device. The large distal flange of the device had become embedded in the intimal layer of the aorta, and the device was tightly bonded to the aortic wall by a layer of pannus that had formed. The device was sharply dissected from the pannus. Portions of the pannus were also removed.
The medial layer of the aorta was normal . The aortotomy was directly closed in two layers, without narrowing the lumen, and the mediastinal pleura was reapproximated,Chest was closed in layers, Keeping a chest drain insitu. The patient's postoperative course was uneventful with full recovery. Since the first successful ligation of a patent ductus arteriosus in1938, 4 countless patients have undergone successful surgical duct closure, most of them with decades of follow-up. In the current era, surgical duct ligation or division is highly effective, with essentially no associated operative mortality. 5, 6 Several retrospective studies comparing the results of surgical versus transcatheter arterial duct closure have suggested that surgical duct closure is more efficacious and generally less costly than transcatheter duct closure. 6,7
Discussion

Conclusion:
A clinical trial is needed to provide patients and their caregivers with the information necessary to give full and informed consent before surgical or catheter-based intervention. Especially in Bangladesh where cost of the procedure is a big issue, still surgical closure of PDA is more suitable, safe and cost effective. Failure of device closure lead to patient in life risk that require urgent surgery as a last attempt to remove device and ligation of PDA as well as to save the patient's valuable life.
